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The inflammatory pseudotumour of the lung is a rare and non-malignant neoplasm, which can be 
asymptomatic or characterized by variable clinical expressions. This report refers to a case occurring 
in a young woman and presenting as a persistent airway obstructive syndrome. With regard to 
histopathologic characterization, the present case can be classified as a fibrous histiocytic subtype. 
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Introduction 
The term ‘inflammatory pseudotumour of the 
lung’ refers to a group of several different 
conditions, previously known as ‘plasma cell 
granuloma’, ‘histiocytoma’, ‘xanthoma’ etc. (1). 
Within these forms, various entities are currently 
identified on the basis of the predominant 
cell type (plasma cells, fibroblasts, histiocytes, 
xanthomatous cells, lymphocytes etc.). 
The cellular polymorphism which char- 
acterizes the histological aspects supports the 
pathogenetic hypothesis of a reparative pro- 
cess secondary to undefined inflammatory 
alterations. Although very rare cases character- 
ized by a rapid growth have been described 
(malignant ‘inflammatory’ fibrous histio- 
cytoma), the inflammatory pseudotumour of the 
lung is an essentially benign lesion. 
Inflammatory pseudotumours of the lung are 
often asymptomatic, but a variety of symptoms 
and signs may also be present. 
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The present case report describes a case of 
inflammatory pseudotumours of the lung whose 
clinical manifestations were characterized by a 
persistent bronchial obstruction. 
Case Report 
A 20-year-old woman, smoker (about five 
cigarettes per day) without a history of respirat- 
ory illness, was admitted to the authors’ hospital 
in January 1994. 
The patient complained of recurrent attacks, 
dating from about 3 months, of dyspnoea and 
wheezing, and said that these symptoms had 
been interpreted as manifestations of bronchial 
asthma. Therefore, a treatment with inhaled 
steroids and P-adrenoceptor agonists had been 
prescribed, but the results of such a therapy had 
been totally unsatisfactory. 
At the time of the authors’ first observation, 
the patient did not complain of respiratory 
symptoms. On chest examination, widespread 
expiratory wheezes were clearly heard. 
Pulmonary function tests showed a significant 
decrease in forced expiratory volume in 1 s 
(FEV, 2.16 1, 72.7% of predicted value) and an 
uncommon aspect of the flow-volume curve, 
characterized by a sharp reduction of the forced 
0 1997 W. B. SAUNDERS COMPANV LTD 
382 M. CALDERAZZO ET AL. 
10, 
S- 
-10 1 I I I I I I 
-1 0 1 2 3 4 5 6 
Volume (1) 
FIG. 1. The flow-curve is characterized by a sharp 
reduction of the forced expiratory flow between 
MEF,,,,vc and MEF,,,,,, (4.55 and 1.48 1s - ‘, 
respectively). 
expiratory flow between maximal expiratory 
flow at 75% of expired forced vital capacity 
(MEF 7WaFVC ) and MEF,,,,vc (4.55 and 
1.48 1 s - ‘, respectively) (Fig. 1). 
The chest X-ray showed a slightly radiopaque 
rounded image within the air shadow of the right 
main bronchus. 
The existence of a bronchial adenoma was 
suspected and, therefore, the patient underwent 
fibre-optic bronchoscopy which revealed the 
presence, at the level of the right main bronchus 
about 0.5 cm distal to the carina, of a rounded 
protruding mass with a smooth surface and a 
red-yellow colour, obstructing the bronchial 
lumen. Due to the highly vascular nature and 
the spontaneous bleeding of this lesion, a 
bronchoscopic biopsy was not performed. 
Computed tomography (CT) showed the pres- 
ence of an intrabronchial solid mass (diameter: 
1.5 cm) whose CT density did not enhance after 
injection of contrast medium. Furthermore, 
there were signs of hyperinflation of the ipsi- 
lateral lung. Computed tomographic scans 
through the head and the superior abdomen did 
not show any abnormality. Magnetic resonance 
imaging (MRI) confirmed the information 
obtained by CT and did not show mediastinal 
lymph node enlargements. The neoformation 
was completely excised by laser endoscopy. 
Histopathologic examination demonstrated an 
PLATE 1. A histologic section shows that the lamina 
propria of the bronchial epithelium is infiltrated by 
a relative paucity of lymphoid cells and by numer- 
ous spindle-shaped, fibrous histiocytic cells with an 
oval, monomorphic nucleus. 
inflammatory pseudotumour (fibrous histiocytic 
variant) (Plate 1). 
Discussion 
In the authors’ opinion, the most interesting 
features of this case are essentially: the clinical 
elements and the other important findings, 
obtained by means of various procedures, which 
led to the diagnostic suspect; and the rarity of 
the disease. 
The initial clinical manifestations, character- 
ized by frequent attacks of cough, dyspnoea and 
wheezing, suggested a diagnosis of bronchial 
asthma. Moreover, the widespread wheezes 
audible on auscultation, though prevailing on 
the right side of the chest, were nearly undistin- 
guishable from those detectable in asthma. 
Pulmonary function tests, performed to con- 
firm the existence of a bronchial obstruction and 
to assess its severity, surprisingly showed an 
unusual morphology of the flow-volume curve. 
The latter was characterized by a gradual reduc- 
tion of the inspiratory flow, already detectable 
in the first half of the diagram, and by a sharp 
drop of the forced expiratory flow between 
MEF 75Y0FvC and MEF5,,V0FvC, which conferred 
the curve the shape of an ‘inverted S’. 
Indeed, the first suspicion of an intrathoracic 
obstructive process arose from a detailed evalu- 
ation of the flow/volume curve. Such a suspect 
led, through the following execution of fibre- 
optic bronchoscopy and imaging techniques 
(CT, MRI), to the definitive diagnosis of inflam- 
matory pseudotumour partially obstructing the 
right main bronchus. 
The inflammatory pseudotumour is a rare 
disorder which can be classified within the group 
of the benign neoplasms of the lung. This lesion 
is usually diagnosed in children and young 
adults whilst, according to some authors, the 
variety characterized by a predominance of 
plasma cells (plasma cell granuloma) seems to 
prevail in elderly subjects. 
Although a detailed analysis of the present 
case history was performed, it was not possible 
to detect any former condition which might be 
considered as a starting point of the neoplasm. 
In particular, the patient did not appear to have 
ever been a victim of respiratory infections (2), 
foreign bodies (3), Q fever (4,5) or thoracic 
traumas (6) which, according to the literature, 
might be involved in the aetiology of the inflam- 
matory pseudotumour of the lung. 
On the other hand, the histological subtype 
observed is quite typical among the several 
different varieties described. 
The diagnostic approach, lesion localization 
and patient’s age first led the authors to suspect, 
in contrast to other situations, a non-malignant 
disorder such as bronchial adenoma. Indeed, the 
localization of the neoplasm and its expressions 
detectable by means of imaging techniques may 
be very variable. The literature includes cases 
characterized by a development inside bronchi of 
medium calibre associated with respiratory 
infections (7), cases characterized by a localiz- 
ation in the posterior mediastinum (8) and 
sometimes associated with an invasion of the 
vertebrae (9), and less frequent lesions with a 
cystic evolution (10). 
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The most symptomatic forms are those char- 
acterized by an intrabronchial growth, and their 
clinical manifestations include cough, expector- 
ation and haemoptysis. The present patient pre- 
sented an ‘asthma-like’ syndrome due to the very 
proximal location of the lesion and to the nearly 
complete obstruction of the bronchial lumen. 
In this case, the laser-endoscopic therapeutic 
approach was scarcely invasive and remarkably 
efficacious in a very short time, allowing avoid- 
ance of both the therapeutic choice of surgical 
intervention and whatever hypothesis of medical 
treatment. 
In conclusion, it should be pointed out that 
although the inflammatory pseudotumour of the 
lung is a rare disorder characterized by variable 
clinical expressions, this neoplasm can be 
included among the causes of proximal bron- 
chial obstruction. This report suggests that 
only a detailed evaluation of clinical data and 
other findings can lead to a correct diagnostic 
judgement. 
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